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At a time when the operative methods for the cure of 
hypertrophy of the prostate gland are under discussion every¬ 
where, a contribution to the treatment of this trouble when 
associated with stone may not be amiss. 

With regard to the operative treatment of hypertrophy 
of the prostate when not associated with stone, I think it may 
be said that prostatectomy—by the suprapubic or perineal 
route, or both combined—and galvanocaustic prostatotomy, 
the*so-called Bottini operation, are the two standard methods 
employed at the present time. 

The question now arising is: Do these methods remain 
equally useful procedures if vesical calculus or calculi compli¬ 
cate the prostatic trouble? 

That prostatectomy holds its own in the presence of this 
complication goes without saying; the suprapubic method— 
which here must be the operation of choice—is the most thor¬ 
ough and complete operation that can be thought of. As soon 
as the bladder has been opened, the stone or stones are lifted 

1 Read before the New York Surgical Society, April g, 1902. 
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out and the prostate is enucleated. It is, therefore, evident 

that the presence of stone in the bladder is apt to still more 

incline the surgeon in favor of the cutting methods. I say, 

the suprapubic method must be the operation of choice because 

it enables us to complete the entire task with but one single 

vesical incision. 
When selecting the perineal route for prostatectomy, one 

could, of course, combine the same with a median perineo- 

urethral incision for the purpose of removing a calculus from 

the bladder. Certainly such an operation could come into 

question only where a stone of moderate dimensions is con¬ 

cerned. 
There are, naturally, many variations that could be 

thought of. For instance: After perineal prostatectomy has 

been completed and the bleeding capsule temporarily packed, 

in the presence of a large vesical calculus, the lithotrite could 

be introduced through a median urethral incision, the stone 

crushed and evacuated. The after-treatment is conducted as 

usual; 

Or, a large stone could be lifted out by the suprapubic 

route and perineal prostatectomy added; 

Or, a large stone or multiple calculi could be removed 

by an incision above the pubes, the wound closed by sutures 

entirely, or as far as may be deemed advisable, and Bottini’s 

operation added with the incisor introduced through the ure¬ 

thra or through a perineal incision, according to the preference 

of the operator. 

Now, as regards the merits or demerits of Bottini’s oper¬ 

ation in the presence of stone, I shall try in the following to 

show just what my experience has taught me. 

If a surgeon, who practises both prostatectomy and gal- 

vanocaustic prostatotomy, has, in a given case, decided in 

favor of the latter procedure, the stone in such an event will 

naturally also have to be removed by means of an intravesical 

intervention, that is to say, litholapaxy will have to be em¬ 

ployed to crush the stone, and Bottini’s operation to deal with 

the enlarged prostate. The only point to be decided then is: 
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Shall litholapaxy be done at the first sitting and Bottini’s 

operation at a later one, or shall both be combined? 

To reverse the procedure, namely, to do Bottini’s opera¬ 

tion first and crush and evacuate the stone at a later sitting, 

will surely be but very rarely indicated. Yet it may be advisa¬ 

ble in certain cases. If, for instance, the prostatic urethra is 

encroached upon by the hypertrophied gland to such an extent 

that the lithotrite will not pass the neck of the bladder without 

in all probability doing damage, and prostatectomy appears 

to be contraindicated, it may be well to let Bottini’s operation 

precede litholapaxy. Of course, in such a case the first days 

following the first operation may be exceedingly troublesome 

for the attending physician. 

It is not my intention to here review the whole literature 

on litholapaxy and its effects in the presence of an enlarged 

prostate. I will merely refer to a few of the more recent 

American writers. 
E. L. Keyes, of New York, in a paper read before the New 

York State Medical Society in 1898 (Annals of Surgery, 

1898, Vol. xxvii, page 571), advocates suprapubic cystotomy 

for the removal of stone in such cases where a serious revolt 

of the prostatic urethra is to be expected in consequence of the 

necessary, prolonged instrumentation, and gouging out the 

bar and lowering the urethral floor at its beginning for the 

prostatic trouble. He states that “ it should be the surgeon’s 

object to remove the obstructing portion of the prostate rather 

than to take the organ away in bulk, since the bulk alone gen¬ 

erally does little damage.” Suprapubic total prostatectomy, 

in view of its danger, he considers a procedure rarely called 

for in these cases. (It should be remembered that this state¬ 

ment was made four years ago, when total prostatectomy was 

not yet as generally recognized as it is to-day.) Litholapaxy 

he performs only in selected cases, and cites some instances 

where the patient’s condition was seriously aggravated by the 

introduction of the lithotrite and tube, making suprapubic 

cystotomy ultimately necessary, whether the fragments were 

entirely removed or not. Thus, in consequence of litholapaxy, 
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symptoms had arisen which ordinary surgical means proved 

unable to overcome on account of existing prostatic disease. 

G. Chismore, of San Francisco, on the other hand, never 

employs any cutting method for stone in prostatics, but prac¬ 

tises a modified litholapaxy. That is to say, he crushes the 

stone at different sittings under local cocaine anaesthesia. He 

is very careful not to overstep the limits of the patient’s power 

of endurance, but stops just as soon as marked irritability of 

the bladder has set in, washing away the debris as much as 

possible. He says, “ No time limit can be set within which 

it is wise to desist. Tolerance varies greatly, and the operator 

should bear in mind that it is better to stop too soon than to 

incur the risk of lighting up an inflammation by too prolonged 

manipulation. The number of sittings varies with the diffi¬ 

culties of the case and the skill and experience of the operator. 

More than three are rarely needed, and after the first cocaine 

may usually be omitted. After each sitting the patient is 

directed to rest. Irrigation of the bladder is never done. 

In eighty-one cases of litholapaxy reported by Chismore 

in 1897 (International Clinics, 1897, page 222), vesical stone 

was associated with enlarged prostate sixty-three times, and 

the catheter had been habitually used by fifty-four of these 

men. Many of the cases were in a most pitiable condition,— 

old, worn with pain, showing marked degeneration of impor¬ 

tant organs, kidneys, liver, and heart. 

In this series there was but one fatal case where autopsy 

showed that operation might have possibly hastened the end, 

and four patients who had frequent recurrences. Two of 

these were cut by the suprapubic route to make sure that the 

bladder was really cleared; in both the lithotomy was quickly 

followed by new calculi, which were then successfully removed 
by crushing. 

Chismore then seems—at least up to 1897—to direct his 

attention in these cases to the stone alone, and tries to prevent 

prostatic irritation by his intermittent method of treatment. 

The object of this paper is to show that litholapaxy as 

originally defined by Bigelow—certainly the operation of 
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choice for stone of the bladder—may well be done in pros¬ 

tatics ; and that no trouble is likely to result in consequence 

of the hitherto much-feared resentment of the gland to the 

continued intra-urethral and intravesical instrumental inter¬ 

vention if Bottini’s operation is added at the same sitting. 

A brief recital of various personal experiences that have 

led up to my present views on the subject may be of interest. 

First, I will mention a group of cases, nine in number, 

where the symptoms of the prostatic enlargement were less 

pronounced than those created by the presence of the stone 

or stones. In these cases I removed the stone by suprapubic 

incision, taking no further notice of the enlarged prostate. 

Four of these got well without further complication, as far 

as the healing of the wound was concerned, although the pros¬ 

tatic symptoms continued more or less; two old men above 

the seventies, treated in 1893 and 1896, with multiple calculi 

and advanced kidney complications, were permanently drained 

above the pubes; one, a sufferer from chronic bronchitis, died 

eight days after the operation, and two developed a persistent 

suprapubic fistula, which was permanently closed by Bottini’s 

operation, which latter incidentally also cured the symptoms 

produced by the enlarged gland. The two last mentioned 

patients have been in perfect health now for two to three 

years. The performance of Bottini’s operation here was not 

contemplated from the start, but became necessary in the 

course of subsequent developments. 

The second group embraces four cases in wfiich litho- 

lapaxy was done under general anaesthesia. Qne of these 

derived great benefit from the operation and had no trouble 

afterwards. In two suprapubic cystotomy had to be added 

on account of insuperable prostatic irritation which caused 

intense suffering. In the first of these, who had had but a 

very small amount of residual urine, the wound healed kindly 

after a few weeks, and his prostate gave him no further 

trouble, at least not sufficient to call for surgical aid. The 

second case developed a persistent suprapubic fistula, which, 

later, was cured by Bottini’s operation, the prostatic symptoms 



22 WILLY MEYER. 

previously noticed disappearing at the same time. In a third 

case, in which also the prostatic symptoms caused consider¬ 

able trouble, I resolved not to do suprapubic cystotomy, but 

to see what could be achieved by Bottini’s operation. It 

worked like a charm, and the patient was promptly relieved 

of his suffering. 
I feel that in every one of these three cases the serious 

revolt of the prostate might possibly have been avoided, had 

I employed Chismore’s modification of Bigelow’s operation. 

The irritation felt by the non-narcotized patient surely must 

represent a reliable indicator as to when it is best for the sur¬ 

geon to stop for the time being. However, I personally favor 

methods which enable us to get through with the patient in 

one sitting, and I hardly feel that I could have made up my 

mind to use cocaine in such a way as practised—though suc¬ 

cessfully—by Chismore in his large number of cases. He 

uses one to two ounces of a 4 per cent, solution of cocaine, 

which is thrown through the posterior urethra into the blad¬ 

der, representing two to three grammes (one-half to three- 

quarters of one drachm) of the drug. In one case he even 

used as much as ten grammes, or two and one-half drachms, 

of the drug, injecting a fresh lot whenever the patient began 

to suffer, and succeeding in thus keeping up local analgesia 

for as much as three hours. On very few occasions there has 

been slight toxis; never enough to cause him to suspend the 

operation. 

Personally, I am very cautious in irrigating the posterior 

urethra with the stronger solutions of cocaine, since, some ten 

years ago, I came very near losing a patient right at my office 

due to poisoning by this drug. 

However, these scruples are really no longer a subject 

for consideration, since, in availing myself of the experience 

I had in the last-mentioned case, viz., that Bottini’s operation 

quieted the irritated gland, I have been able to prove by a 

third group of cases that, by letting Bottini’s operation follow 

litholapaxy at the same sitting, the troubles otherwise so fre¬ 

quently met with can be entirely obviated. Strange as this 
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may seem, it is nevertheless a fact that, in every one of my 

cases where litholapaxy has been immediately followed by 

Bottini’s operation, the gland has made no resistance, but 

seemed actually cowed by the treatment it received. I would 

compare its behavior with that of a vicious dog, who barks, 

snarls, sometimes even bites if interfered with, but, being once 

thoroughly whipped, cowers in submission at his master's 

feet. 

Although so far I can place before you the histories of 

only three such cases, I nevertheless venture to believe that 

further experience will not refute the observation I have made. 

Case I.—J. S., aged fifty-five years, much reduced by many 
years’ suffering from urinary disease. Examination May 28, 
1898, searcher touches stones. May 30: Suprapubic lithotomy; 
transverse skin incision; fifty-five facetted stones (urates) re¬ 
moved. A large and soft prostate with pronounced median lobe 
bulging into bladder is not interfered with. Uninterrupted re¬ 
covery. A suprapubic fistula establishing itself, treatment was 
advised. Patient lost sight of. He returned two years later; 
while his general condition was much improved, the suprapubic 
fistula had persisted and a ventral hernia had appeared at the site 
of operation, principally due, it seemed, to the continued pressing, 
when urinating. Almost the entire urine passed per urethram 
in weak stream; a few drops are lost above. Call very frequent 
and painful of late. Cystoscopy demonstrates the prostate of 
same dimensions as two years previously, and the presence of 
four stones. Attempts to grasp these with instruments intro¬ 
duced through the suprapubic fistula, also with the lithotrite of 
the operating cystoscope, are unsuccessful. November 11, 1900, 
litholapaxy, under spinal anaesthesia with cocaine, plus Bottini’s 
operation at same sitting. No permanent catheter. Uneventful 
recovery. Suprapubic fistula closed definitely on tenth day after 
operation. Cystoscopy, performed six weeks later, shows bladder 
absolutely free from debris. Patient returns home, not heeding 
advice to have the bladder irrigated. Last examination April 29, 
1901. He then urinated every two to three hours without pain 
or discomfort; nights once or not at all. He feels excellent, and 
considers his bladder trouble cured. Suprapubic fistula remained 
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closed. The only annoyance is the ventral hernia, operation for 
which is refused. 

Case II.—H. G., aged sixty years. March, 1894, cystoscopy, 
which is done on account of continued vesical irritation in the 
presence of an enlarged prostate. It reveals a small vesical cal¬ 
culus and a pronounced middle lobe. A rather serious and pro¬ 
longed attack of urethral fever follows. In view of the fact that 
at that time suprapubic cystotomy was the only means at our 
disposal in the event of a rebellious prostate after litholapaxy, it 
was decided not to crush the calculus and wash out its debris, but 
to remove it entire by the suprapubic route. The operation was 
done on April 6. Uneventful recovery. During the following 
three years the bladder was treated on and off. Symptoms of 
chronic spermatocystitis are noticed. Cessation of all treatment 
until the latter part of 1900, when vesical symptoms again have 
become aggravated and residual urine increased. Self-catheteri¬ 
zation recommended by another surgeon. When seen by me, 
January, 1901, very frequent micturition; spontaneous urination 
equals fifty cubic centimetres, residual urine 100 cubic centi¬ 
metres ; relief following catheterization lasts barely two to 
three hours, in view of the former experience, cystoscopy was 
abstained from. The patient is opposed to a cutting operation. 
Therefore, Bottini’s operation on January 24, 1901, under gen¬ 
eral anaesthesia, the latter at special request. Beak of incisor 
cannot be made to hook middle lobe in the median line; posterior 
groove through body of gland is, therefore, cut at interstice be¬ 
tween middle and left lateral lobe. No reaction. Condition at 
end of third week after operation: Bladder holds easily 300 cubic 
centimetres (ten ounces) ; residual urine still present, but vary¬ 
ing. Irritation at neck of bladder much reduced. March 15, a 
small stone is found in the eye of the catheter after irrigation, 
clearly a chip of a larger calculus. Now cystoscopy, March 19, 
carried out after careful internal medication. A medium sized 
single calculus is seen in the fundus; a piece of its outer coat is 
chipped off. Twenty hours later chill, which is followed by an 
attack of urethral fever lasting over a week. Internal medication 
continued. April 1, litholapaxy and Bottini’s operation, under 
general anaesthesia. Middle lobe again cannot be grasped by the 
beak of the incisor. Posterior incision, therefore, repeated be¬ 
tween middle and left lateral lobe; also again two lateral inci- 
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sions. Permanent catheter for forty-eight hours. In second 

half of third day, chill, followed by fever which lasted over one 

week. Blood-test negative. Prostate causes no irritation. In 

view of the tendency to develop urethral fever, the usual aspira¬ 

tion through the evacuating catheter, one to two weeks after the 

operation, or cystoscopy is desisted from for the present. Oc¬ 

tober 10, 1901, patient urinates every two to three hours during 

the day; nights once or not at all. Bladder holds easily 300 

cubic centimetres; residual urine less than one ounce. March 

29, 1902: The same condition, but now and then sudden calls. 

Therefore, cystoscopy on April 7. There is no particle of stone; 

prostate bleeds somewhat from the interstice, where the cysto- 

scope rests. The irritation, which appears intermittently, is 

probably due to catarrh of the posterior urethra and the chronic 

spermatocystitis. 

The history of these two patients, treated at a period 

which marks the most rapid evolution in the teachings on the 

operative treatment of hypertrophy of the prostate, incident¬ 

ally also when associated with stone, nicely illustrates the 

rather roundabout way, formerly sometimes pursued, in order 

to effect a cure. To-day, I should have told these patients 

that the most radical intervention for the relief of their trouble 

is suprapubic or combined prostatectomy, which, at the same 

time and in the simplest manner imaginable, enables the sur¬ 

geon to remove the calculus or calculi present. 

This would have been my advice to-day, provided I had 

found the consistency of the prostate gland such as to have 

made enucleation seem the operation of choice. Had the 

patients objected to the cutting operation, or had galvano- 

caustic prostatotomy appeared to me indicated, I should have 

pointed out to them that litholapaxy plus Bottini’s operation 

also offers good hope for recovery. 

My third case shows how comparatively simple the latter 

procedure may be. 

Case III.—X. Y., aged seventy-four years. Urinary trouble 

for several years; of late hsematuria; intermittent attacks of 

bronchitis. Large double inguinal hernia. Hypertrophied gland 

well palpable per rectum. Cystoscopy, February 14, 1901: Large 
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intravesical prostate without median lobe; stone of considerable 

size in fundus. Litholapaxy plus Bottini’s operation, under spinal 

anaesthesia with tropacocaine, advised. Various consultants favor 

suprapubic lithotomy, with or without prostatectomy. The last 

consultant, who saw the patient just before the operation, changes 

his opinion in favor of intravesical intervention, in view of the 

complicating large inguinal herniae. Operation as originally pro¬ 

posed carried out on April 24 under perfect spinal anaesthesia. 

Uninterrupted recovery; no urethral fever. Permanent catheter 

removed after three times twenty-four hours, when spontaneous 

urination set in. To-day patient is in splendid condition. He too 

experiences rather sudden calls at times. The bladder has not 

been tested with any stiff instruments so far. 

The following interesting experience met with in the course 

of this operation I think is well worth recording. 

The curve of the evacuating catheter did not correspond to 

the shape of the prostatic urethra; the beak encountered opposi¬ 

tion when it reached the anterior triangular ligament. After a 

while it entered the bladder, the patient’s hips then being sup¬ 

ported by a pillow: a little fluid only runs off and the tip of the 

instrument can be palpated directly under the linea alba, up to 

two inches below the umbilicus. 

Conclusion: Probable instrumental perforation of anterior 

urethral wall, at the distal circumference of the prostate, with tip 

of catheter in cavum Retzii. Catheter is withdrawn and one of 

different shape introduced. Evacuation of debris perfect. After 

Bottini’s operation, incision down to prevesical space. Not a 

drop of fluid or bloody serum found. 

A similar experience I had last summer when about doing 

litholapaxy in a prostatic whose bladder symptoms were prin¬ 

cipally referable to stone. After the lithotrite was introduced 

with some difficulty, the patient’s pelvis being raised by a 

pillow, the tip of the beak was palpable directly under the skin, 

as it were. The stone was grasped, nevertheless. On second 

thought I changed my operating plan and made a longitudinal 

incision, searching most scrupulously for symptoms of perfo¬ 

ration. None was found. The prevesical space was abso¬ 

lutely dry and normal. 
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Deceiving as this phenomenon may be, it is not difficult 

to explain. In many men, suffering from hypertrophy of the 

prostate, the prostatic urethra is elongated to such an extent 

that the vesical viscus, even when scantily filled, is consider¬ 

ably pushed up towards the abdominal cavity with its vertex 

near the umbilicus. The tip of an instrument, especially of 

one with a long beak, curved almost at a right angle with the 

shaft, the handle of which had to be pressed down consider¬ 

ably on introduction, will be much raised by the bulging gland, 

and thus pushed against the abdominal wall. Palpation of 

same through the abdominal parietes may then be very mis¬ 

leading. 

As shown by subsequent operation, not the slightest 

injury had been done to urethra or bladder wall in either of 

my cases. 

I shall certainly bear these incidents in mind for future 

occasions, and shall not again be alarmed by a like observa¬ 

tion, so long as I know that the instrument was introduced 

with the necessary care. 

These cases show that the complex trouble—stone asso¬ 

ciated with hypertrophy of the prostate gland—can be suc¬ 

cessfully treated intravesically also, that is, by litholapaxy plus 

Bottini’s operation at the same sitting. 

It is true I have but three cases at my disposal on which 

to base my claim. However, Chismore’s sixty-one cases of 

modified litholapaxy in prostatics, many of them representing 

far advanced cases with decomposed urine, etc., also demon¬ 

strate, that dexterity, aided by useful instruments, can relieve 

or remove the symptoms produced by vesical stone without a 

cutting operation, even in this class of sufferers. 

The benefit of intravesical treatment, with its greatly 

reduced risk, is evident, especially when it comes to older 

patients. Age, as is well known, does not represent a con¬ 

traindication to Bottini’s operation. It, therefore, seems 

to me that the combined operation under discussion is des¬ 

tined to compete with that of suprapubic lithotomy plus sub¬ 

sequent prostatectomy. 
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The future will have to show which of the two procedures 

deserves the preference in the given case, just as this question 

is still undecided with regard to Bottini’s operation and pros¬ 

tatectomy in the uncomplicated cases. In all probability we 

shall always have to individualize in the one class as well as 

the other. 

As far as my three patients are concerned, I can conscien¬ 

tiously say that every one of them is entirely satisfied with 

the result obtained. 

No doubt the procedure under discussion lacks the bril¬ 

liancy of the cutting methods, but—to use Chismore’s words 

as applied by him to his modified litholapaxy—“ it is entirely 

feasible to any one who has the gift of patience, a gentle hand, 

some mechanical tact, and the proper professional training.” 

It certainly must be of value to the surgeon to know 

that there are now two useful methods at our disposal for the 

cure, or at least relief, of this class of patients, and that both 

can be carried out at one sitting. 


